In Zimbabwe the most common acute arthritis necessitating admission to a medical ward is a disorder known as acute non-specific arthritis,l acute non-specific polyarthritis,2 or acute tropical polyarthritis. 3 The aetiology of this condition is unknown, but an infective cause is suspected.2 In the United States, and to a lesser extent Britain, Neisseria gonorrhoeae is one of the more common causes of infectious arthritis in young adults. 4 Urogenital gonococcal infection is common in Zimbabwe. We therefore investigated patients with acute arthritis to examine the hypothesis that tropical polyarthritis is a manifestation of unrecognised infection with N gonorrhoeae. Patients The number of joints affected ranged from two to more than 10. The joints most commonly involved were knee (100%), ankle (50%), and wrist (50%). The small joints of the hand (25%) and hip (25%) were less commonly affected. Six of the eight patients were pyrexial, often with temperatures of 38-390C, and seven patients were treated with antibiotics, most commonly penicillin, as well as aspirin. The acute symptoms and fever usually settled within 72 hours and follow up records were available for six patients. The arthritis had completely resolved in two weeks (one patient), one month (one patient), two months (three patients), and six months (one patient).
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A full blood count and erythrocyte sedimentation rate (ESR) determination were performed in all eight patients. The white cell count ranged from 6-5 to 11*7 x 109/l and the ESR (Westergren) from 3 to 91 mm/lst h, with a mean of 61 mm/lst h. The VDRL test was negative in all eight patients. The ASO titre was estimated in seven patients, and in two patients titres of 800 and 1600 units suggested recent streptococcal infection. One of these patients had a history of recent upper respiratory tract symptoms, but neither had any accompanying features of rheumatic fever. The RA latex test was performed in 6/8 patients, the brucella agglutination titre in 6/8, and antinuclear factor in 4/8; the results were all negative. Blood cultures (8/8) We found bacteriological evidence of mucosal infection by Gram negative intracellular diplococci in only three of the patients initially thought to have tropical polyarthritis. Two of the three had clinical evidence of genitourinary infection and an urticarial rash. The distribution of arthritis may be of some help in differentiating the two conditions. The knee joint is the joint most commonly involved in both conditions, but involvement of the small joints of the hand is common in gonococcal arthritis and relatively uncommon in tropical polyarthritis.2 13 In our study involvement of the small joints of the hand was not a useful discriminating feature. The ESR is often markedly raised in gonococcal arthritis,'4 but this is often also a feature of tropical polyarthritis.
Prompt response to antibiotics has been used as a criterion for the diagnosis of gonococcal arthritis.15
As most patients in our study received both antibiotics and anti-inflammatory drugs, and as both 
